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Abstract 
 
 
 
 
Objective. To examine trends and correlates of fighting and violence among youth from the 
nation's three largest racial/ethnic groups in the US. 
 
Methods: A population-based study (National Survey on Drug Use and Health, 2002-2014) of 
youth ages 12-17 (n = 209,393) provided prevalence estimates for fighting, group fighting, and 
attacks with the intent to harm by race/ethnicity. 
 
Results. The prevalence of youth fighting and violence decreased significantly for all 
racial/ethnic groups, dropping from a high of 33.6% in 2003 to a low of 23.7% in 2014, 
reflecting a 29% decrease in the relative proportion of young people involved in these behaviors. 
However, we also see a clear severity gradient in which year-by-year point estimates for fighting 
and violence are consistently highest among African-American youth followed by Hispanic and 
then non-Hispanic white youth. 
 
Conclusions. Among youth in general and across racial/ethnic subgroups, fighting and violence 
are on the decline but with a stable pattern of disparities in youth involvement in these behaviors. 
 
 
 
Keywords:   violence; trends;  health disparities
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Downward Trends in Fighting and Violence among Adolescents in the United States: 
Evidence from the NSDUH 2002-2014 
 
Violence is a major issue with critical implications for the healthy development of youth 
in communities across the United States (US). Indeed, nearly one in four (23%) American high 
school students is involved in a serious violent altercation each year and roughly one in six 
(16%) reports carrying a weapon at least once per month [1]. Recent estimates indicate that 
approximately 150,000 adolescents ages 12 to 17 receive medical treatment annually due to 
nonfatal injuries resulting from interpersonal violence [2], with estimates of the health and social 
costs related to youth violence in the billions [3]. The level of concern for the issue of youth 
violence is reflected in recent calls for research on violence from the National Institutes of 
Health (NIH) [4] as well as memoranda from the White House [5] urging social and behavioral 
scientists to advance our understanding of youth violence and its prevention. 
Beyond the immediate consequences, evidence has made clear that youth involvement in 
violence is also related to a number of important psychosocial and behavioral outcomes [6-10]. It 
has been well established that young people who take part in violence are at markedly greater 
risk for involvement in other health-risk behaviors such as comorbid alcohol and drug use, and 
other antisocial behavior [11-14]. However, not all young people are equally at risk for 
involvement in violence. For instance, epidemiological surveillance data suggest that African-
American and Hispanic youth are at greater risk for involvement in various manifestations of 
violence as compared to non-Hispanic white youth in the US [15]. Similarly, compared to 
adolescent females, adolescent males are at increased risk for involvement in violence [16]. 
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 While substantial research has accrued in terms of the prevalence of youth violence and 
the links between violent offending and key psychosocial and behavioral outcomes, there is a 
lack of systematic research examining the trends in violence among youth and even fewer studies 
have focused on trends across racial/ethnic and gender subgroups. An examination of trends in 
violence is critical in providing an empirical basis for prevention and intervention efforts, and for 
informing programs designed to address subgroups that may be disproportionately impacted by 
violence. Moreover, there is reason to suspect that, despite pressing concerns about the impact of 
violence among young people, there may be shifts underway with respect to the proportion of 
youth involved in violence. Indeed, a number of epidemiological trend studies focused on youth 
problem behaviors such as alcohol and drug use, truancy, and handgun use indicate that recent 
years have seen meaningful reductions in the number of young people involved in problem 
behaviors [17-20]. 
The Present Study 
The present study employs data from a population-based study (i.e., National Study on 
Drug Use and Health [NSDUH]) that surveyed nearly 210,000 non-Hispanic white (n = 
138,152), African-American (n = 31,595), and Hispanic (n = 39,646) adolescents ages 12-17 in 
the US. Specifically, our aim is to examine trends in and correlates of fighting, group fighting, 
and attacks with the intent to harm among youth from the nation’s three largest racial/ethnic 
groups as well as across gender between 2002 and 2014.  
Method 
Sample and Procedures 
The NSDUH provides population estimates for an array of substance use and health-
related behaviors in the US general population aged 12 and older. The NSDUH is, compared 
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with other national-level data sources examining youth violence, a particularly rich study in 
terms of its sampling frame and representativeness. For instance, rather than being limited to 
school-enrolled youth (as with the Youth Risk Behavior Surveillance System [21]), NSDUH 
participants include household residents; civilians on military bases; and residents of shelters, 
group homes, and single rooms in hotels. Moreover, in contrast to Uniform Crime Reports [22] 
from the Federal Bureau of Investigation that rely exclusively upon crimes reported to 
authorities, the NSDUH measures self-reported youth involvement in a variety of externalizing 
behaviors, including fighting and violence. To increase the likelihood of valid respondent 
reports, NSDUH study participants are interviewed in private at their places of residence using 
computer-assisted interviewing methods, including an audio computer-assisted self-interviewing 
(ACASI) methodology. Since 2002, NSDUH data have been collected annually with refreshed 
samples using a data collection methodology that allows for year-to-year comparisons, trend 
analyses, and the pooling of survey data from multiple years [23]. 
All public use NSDUH data are de-identified by the Substance Abuse and Mental Health 
Services Administration (SAHMSA); as such, this study was considered exempt from 
institutional review board (IRB) review at the lead author's home institution. However, the 
NSDUH study was reviewed, following guidelines from the US Department of Health and 
Human Service’s Office for Human Research Protections, by RTI International’s IRB [24]. 
While the design and methods are summarized briefly here, a detailed description of NSDUH 
procedures is available elsewhere [23]. Since 2002, a total of 723,283 respondents have 
completed the NSDUH survey; however, the current study restricted analyses to non-Hispanic 
white, African-American, and Hispanic respondents between the ages of 12-17 (n = 209,393) in 
order to ensure stable prevalence estimates for stratified trend analyses.  
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Measures 
Fighting and Violence. Violence was examined based on self-reports of past 12-month 
youth involvement in fighting at school or work (n = 49,544; 21.6%), group fighting (n = 34,493; 
15.0%), or attacking with the intent to harm (n = 16,762; 7.3%). Survey items included: “How 
many times have you gotten into a serious fight at school or work?” and “How many times have 
you taken part in a fight where a group of friends fought against another group?” and “How 
many times have you attacked someone with the intent to seriously hurt them?” Adolescents 
reporting one or more instances of involvement in the past 12-months were coded as 1 and those 
reporting no involvement were coded as 0. We also created a variable for "any fighting or 
violence" in which youth reporting any involvement in serious fighting, group fighting, or 
attacks were coded as 1 and those reporting no violent involvement coded as 0. 
 Control Variables. A number of individual, school-related, parental, behavioral, and 
sociodemographic variables were included as control variables in the trend analyses. 
Supplementary analyses were also conducted (see Online Appendix) to examine the relationships 
between these factors and youth fighting/violence. 
Individual Factors.  We examined two individual-level factors: risk propensity and 
religiosity. For these—and subsequent—composite measures, we conducted internal consistency 
analyses to generate Cronbach’s alpha (α) coefficients to reflect measure reliability. Risk 
propensity was based on two items (α = 0.74) measuring adolescent enjoyment of risky behavior 
(i.e., “like to test yourself by doing something a little risk” and “get a real kick out of doing 
things that are a little dangerous”). Religiosity was examined on the basis of a 4-item scale (α = 
0.77) tapping both public religious engagement (i.e., religious service attendance, participation in 
religious groups) and private religious importance (i.e., importance/influence of beliefs).  
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School-Related Factors. We examined adolescent self-reports of usual grades, academic 
engagement, and peer-student substance use. To measure usual grades, youth were asked to 
report their average grades for the last semester or grading period that they completed. Response 
options included (1) “A average”, (2) “B average”, (3) “C average” and (4) “D average or 
lower”.  Academic engagement was based on a 5-item scale (α = 0.77) measuring perceived 
importance and interest in learning and school activities. Numerous NSDUH-based studies have 
utilized these variables and describe them in greater detail [25-26]. We also examined perceived 
peer-student substance use. Specifically, participants were asked to report “how many of the 
students in your grade at school” smoke cigarettes, drink alcohol, or use marijuana or hashish (0 
= few or none, 1 = most or all).  
Parental Factors. We examined three parental factors: parental conflict, parental control, 
and parental affirmation. Parental conflict was based on the following question: “During the past 
12 months, how many times have you argued or had a fight with at least one of your parents?” 
Youth reporting 10 or more conflicts were coded as 1 and all other youth coded as 0. Parental 
control was based on the following question: “During the past 12 months, how often did your 
parents limit the amount of time you went out with friends on school nights?” Responses of 
always/sometimes were coded as 1 and seldom/never were coded as 0. Parental affirmation was 
based on a 2-item index (α = 0.86) comprised of variables reflecting youth perceptions of 
parental support and encouragement.  
Delinquency. We also examined youth self-reports of involvement in other delinquent 
and antisocial behaviors, including: drug selling, truancy, theft, and handgun carrying. For all 
items, adolescents reporting one or more instances of delinquent behavior were coded as 1 and 
those reporting no involvement were coded as 0. 
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Substance Use. We examined past 12-month use of tobacco, alcohol (any [1+ drinks] and 
binge [5+ drinks at the same occasion] use), marijuana/hashish, and any other illicit drug 
excluding marijuana (e.g., cocaine/crack, methamphetamine, etc.). For each of these items, 
participants reporting one or more instances of use were coded as 1 and all others coded as 0. 
 Sociodemographic Factors.  The following sociodemographic variables were used: age 
(0=12-14 years, 1=15-17 years), gender (0 = female, 1 = male), race/ethnicity (1 = non-Hispanic 
white, 2 = African-American, 3 = Hispanic), the presence of the father in the household (0 = yes, 
1 = no), and total annual family income (1 = less than $20,000; 2 = $20,000 to $49,999; 3 = 
$50,000 to $74,999; and 4 = $75,000 or more). It should be noted that—while commonly used in 
NSDUH-based studies of youth—the household income available for all survey years does not 
take into consideration household size or composition. 
Statistical Analyses 
 Logistic regression analyses were conducted for fighting, group fighting, and attacks to 
examine the significance of trend changes while controlling for all of the sociodemographic, 
individual-level, school-related, and parental factors listed above, as well as substance use and 
co-occurring violent and nonviolent antisocial behavior. Survey year was included as a 
continuous independent variable following the trend analysis method utilized by the CDC [27]. 
Our approach is also consistent with highly-cited trend studies [28] and recent trend studies that 
utilized NSDUH data [29]. Prevalence estimates and regression analyses were computed using 
survey data functions available in R [30]. This system implements a Taylor series linearization to 
adjust standard errors of estimates for complex survey sampling design effects including 
clustered multistage data.    
Results 
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Overall Trends in Fighting and Violence from 2002 to 2014 
 Figure 1 and Table 1 display the prevalence estimates and 95% confidence intervals for 
involvement in fighting or violence (i.e., one or more instances of involvement in fighting, group 
fighting, or attacks with intent to harm) for youth in general and by race/ethnicity. Several points 
should be highlighted. First, we see a clear severity gradient in which year-by-year point 
estimates for involvement in fighting and violence are consistently highest among African-
American youth followed by Hispanic and then non-Hispanic white youth. Moreover, it is 
important to note that—with very few exceptions—the 95% conference intervals for the three 
racial/ethnic groups are essentially non-overlapping. This is noteworthy as the examination of 
overlapping/non-overlapping confidence intervals is a frequently used approach for examining 
the differences in prevalence across demographic subgroups in large epidemiological data files 
[31]. Second, while controlling for a host of sociodemographic, psychosocial, and behavioral 
factors, we observed a significant (AOR=0.980, 95% CI=0.976-0.984) and substantively 
meaningful decrease in fighting and violence among youth in general over the period of study. 
Specifically, we observed a 9.9% drop from the highest levels observed in 2003 (33.65%, 95% 
CI=32.7-34.6) to the lowest levels in 2014 (23.73%, 95% CI=22.7-24.8), reflecting a 29% 
decrease in the relative proportion of young people involved in fighting and violence. 
Among racial/ethnic subgroups, we see a statistically significant and substantively 
meaningful downward trend in fighting and violence over the course of the study for non-
Hispanic white (AOR = 0.980, 95% CI = 0.975-0.985), African-American (AOR = 0.984, 95% 
CI=0.974-0.993), and Hispanic (AOR = 0.972, 95% CI = 0.961-0.984) youth. It should be noted, 
however, that we also see a pattern among all groups in which there is a slight uptick in fighting 
and violence (2002 to 2003/2005) before beginning a steady pattern of declines through 2014. 
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For example, the prevalence increased among African-American youth from 2002 (38.28, 95% 
CI = 36.2-40.3) to 2005 (43.13, 95% CI = 40.8-45.4), but then we observed a steady decrease to 
the lowest levels of fighting and violence in 2014 (32.77, 95% CI = 30.0-35.5; AOR = 0.960, 
95% CI=0.947-0.973). Steep decreases were also observed among Hispanic youth between 2005 
(36.69, 95% CI=33.7-39.6) and 2014 (25.15, 95% CI=22.9-27.4; AOR = 0.951, 95% CI=0.933-
0.970). Given this observed pattern, supplemental analyses were conducted to test for non-linear 
trends. In modeling the year variable as quadratic (i.e., year*year) we found no evidence of non-
linear trends and the overall trend models were unchanged for fighting and violence and for each 
individual manifestation of fighting/violence. 
Trends in Fighting 
Beyond an aggregate measure of any involvement in serious fighting and violence, we 
also present the prevalence estimates and 95% confidence intervals for each particular 
manifestation of fighting/violence by race/ethnicity (see Table 1). Examining the trends in 
fighting among adolescents reveals several important findings. First, we see a significant 
decrease (AOR = 0.980, 95% CI =0.976-0.984) in fighting over the study period, with 
particularly noteworthy declines between 2003 (24.2, 95% CI =23.4-25.0) and 2014 (18.3, 95% 
CI = 17.5-19.2). In examining trends among racial/ethnic subgroups, however, we only observed 
a significant decrease in fighting among Hispanic youth (AOR = 0.97, 95% CI = 0.95-0.99) as 
the prevalence of fighting among non-Hispanic white and African-American youth decreased but 
not to the level of statistical significance. Second, we also see—as evident in the non-
overlapping 95% confidence intervals—that the prevalence of fighting is significantly lower for 
non-Hispanic white youth across nearly all years (except 2004) compared to African-American 
and Hispanic youth.  
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Trends in Group Fighting 
 Among youth in general, the overall prevalence of group fighting declined significantly 
(AOR = 0.964, 95% CI=0.957-0.971) from the highest prevalence of 18.5% in 2003 to the 
lowest prevalence of 10.9% in 2014. Notably, the prevalence of group fighting decreased 
significantly for all racial/ethnic groups. Importantly, however, in contrasting the prevalence 
among racial/ethnic groups, we found that—as evidenced by the non-overlapping 95% 
confidence intervals—group fighting was significantly lower (except 2010) for non-Hispanic 
white youth compared to African-American and Hispanic youth across the study period. 
Supplementary analyses (not shown) also revealed that group fighting was significantly more 
prevalent among male adolescents compared to females from 2002 to 2009; however, male 
prevalence declined significantly after 2009 and was statistically similar to females after 2011.  
Trends in Attacks  
 A statistically significant decline (AOR = 0.989, 95% CI = 0.979-0.999) in attacking 
someone with the intent to harm occurred between 2002 (7.8, 95% CI = 7.4-8.3) and 2014 (4.7, 
95% CI = 4.2-5.2) among youth in general. Notably, while only a 3.1% change in overall 
prevalence, the reduction between 2002 and 2014 reflects a 40% proportional decrease in the 
prevalence of youth attacks. The overall prevalence of attacking with the intent to harm was 
stable across racial/ethnic groups. However, supplementary analyses (not shown) revealed that 
the prevalence of attacking with the intent to harm changed most markedly for male adolescents, 
declining from 9.5% in 2002 to 5.2% in 2014. We also identified a slight decline in attacks 
among female adolescents (from 6.1% to 4.2%) during the study period.  
Discussion 
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 Findings from the present study address a critical gap in our understanding of the overall 
trends and correlates of fighting and violence among young people in the US. With respect to 
trends, the prevalence of youth fighting and violence decreased significantly over the course of 
the study, dropping from a high of 33.6% in 2003 to a low of 23.7% in 2014. Notably, this 
constitutes more than a 29% reduction in the proportion of youth reporting involvement in one or 
more forms of interpersonal conflict (i.e., serious fighting, group fighting, and attacks with the 
intent to harm). Moreover, this trend change was significant even when accounting for a wide-
array of sociodemographic, psychosocial, substance use, and violent and nonviolent behavioral 
correlates. And, beyond the composite measure of fighting and violence, we also observed 
important reductions in fighting, group fighting, and attacks examined individually. Notably, 
these declines in the prevalence of fighting and violence are in keeping with an emerging body of 
research documenting a clear pattern of declines in a variety of health-risk and illegal behaviors 
among youth in the US [17-20]. 
 Encouraging as these findings may be, a closer look at the trend data reveal a more 
nuanced pattern of results. That is, despite important reductions among youth in general, it is 
evident that disparities in fighting and violence persist, particularly with respect to differences 
across racial/ethnic groups. More precisely, we observed a severity gradient in which the overall 
prevalence of involvement in fighting and violence was lowest among non-Hispanic white youth, 
incrementally higher among Hispanic youth, and markedly elevated among African-American 
youth. Indeed, while minor fluctuations were observed across the study period, the mean 
difference in the prevalence of involvement in fighting and violence between non-Hispanic white 
and African-American youth was more than 13 percent. Moreover, the gap between African-
American and Hispanic youth appeared to widen over the latter part of the study, reaching a 
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difference in prevalence of nearly 10% in 2013 (African-Americans = 35.0%, Hispanics = 
25.6%) before narrowing slightly in 2014 (African Americans = 32.8%, Hispanics 25.2%).  
 Notably, we also found that a number of correlates were consistently linked with 
increased risk for violence for youth across racial/ethnic groups (see Online Appendix). For 
instance, consistent with prior research on gender and youth violence [16], we found that male 
youth tended, with few exceptions, to be more likely than female youth to take part in violence. 
We also found, perhaps unsurprisingly, that young people—irrespective of racial/ethnic group—
involved in violence were also more likely to be involved in other antisocial behaviors (i.e., drug 
selling, theft, handgun carrying). This is consistent with research underscoring the frequent 
comorbidity of violent, nonviolent, and other antisocial behavior among youth [7, 13].  
Findings from the present study may have a number of implications for violence 
prevention and policy. First, we found, despite an overall downward trend for fighting and 
violence among youth from all racial/ethnic groups, clear evidence of racial/ethnic disparities, 
with African-American youth reporting markedly elevated levels of involvement in all 
manifestations of fighting and violence. This underscores the importance of developing and 
implementing prevention efforts focused on African-American (and, perhaps to a lesser extent, 
Hispanic) youth, particularly males and those struggling with academic engagement, school 
failure, and frequent parental conflict. Additionally, findings pointing to the comorbidity of 
violence and other antisocial behaviors (e.g., theft, drug selling) suggest that multicomponent 
interventions, as well as interventions targeting salient risk factors related to youth violence and 
other problem behaviors, may be particularly useful and efficient in terms of addressing the 
behavioral problems of youth [32, 33]. Such an approach is not only cost-effective, but is also 
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consistent with research and theorizing highlighting the syndemic nature of violence and other 
risk behaviors [34-35].  
Study Limitations 
Findings from the present study should be interpreted in light of several limitations. First, 
all variables used in the present analysis were derived exclusively from youth self-reports. As 
such, it is possible that some youth may have under or over-reported their involvement in 
fighting and violence as well as their involvement in other behaviors, such as substance use and 
delinquency. Second, while we examine a wide array of sociodemographic, psychosocial, and 
behavioral correlates of violence, the NSDUH does not include contextual and situational 
variables that might help us to understand the specific factors surrounding violent encounters 
(e.g., youth “fought back” after having been attacked, youth fought while intoxicated, etc.). 
Finally, while the NSDUH surveys youth in a variety on non-institutional settings—including 
homeless shelters and other temporary residences—it does not include youth in juvenile 
detention or other institutional facilities.  
Conclusions 
 In recent years, NIH and the Obama Administration have made calls to social and 
behavioral scientists to conduct research that can advance our understanding and, in turn, the 
prevention of youth violence. In the present study, we respond to this call. Overall, findings 
suggest that, among youth in general and across racial/ethnic subgroups, fighting and violence 
are on the decline; regretfully, however, we also identified a marked and primarily stable pattern 
of disparities in youth violence, with African-American youth standing out as the group most 
impacted by serious fighting, group fighting, and violent attacks. Our findings suggest a number 
of avenues for future research. For example, future research should attempt to include deeper 
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measurement of the situational and contextual determinants of interpersonal violence among 
youth, including the kinds of mechanisms that serve to escalate conflict. Moving forward, 
developmental and prevention scientists would do well to further explore the origins of these 
disparities and to develop and implement programs designed to address youth violence, 
particularly among those most at risk.   
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Table 1.  
 
Prevalence of fighting and violence among adolescents in the United States. 2002-2014.    
 
 Survey Year 
 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 
Any Fighting or  
Violence              
  All Youth* 30.0 
(29.2-30.8) 
33.7 
(32.7-34.6) 
31.9 
(31.1-32.8) 
32.4 
(31.5-33.3) 
31.3 
(30.3-32.3) 
30.6 
(29.6-31.6) 
29.8 
(28.8-30.8) 
29.6 
(28.5-30.7) 
28.1 
(27.2-28.9) 
26.3 
(25.4-27.1) 
25.6 
(24.8-26.3) 
24.6 
(23.7-25.5) 
23.7 
(22.7-24.8) 
  Non-Hispanic White* 27.7 
(26.7-28.7) 
30.8 
(29.9-31.8) 
29.4 
(28.4-30.5) 
28.4 
(27.3-29.5) 
27.7 
(26.5-28.9) 
27.3 
(26.2-28.4) 
26.5 
(25.2-27.8) 
25.8 
(24.7-27.0) 
24.9 
(23.9-25.9) 
22.6 
(21.6-23.6) 
21.8 
(20.7-22.9) 
21.4 
(20.4-22.4) 
20.8 
(19.5-22.1) 
  African American* 38.3 
(36.2-40.4) 
40.9 
(38.3-43.6) 
41.4 
(38.8-44.0) 
43.1 
(40.9-45.4) 
42.5 
(40.3-44.7) 
41.5 
(38.7-44.4) 
39.6 
(36.6-42.5) 
38.9 
(36.7-41.2) 
38.7 
(36.1-41.4) 
37.2 
(34.9-39.5) 
36.9 
(34.7-39.1) 
35.2 
(32.2-38.1) 
32.8 
(30.2-35.5) 
  Hispanic* 31.7 
(29.5-33.8) 
37.8 
(34.9-40.7) 
32.6 
(30.5-34.7) 
36.7 
(33.8-39.6) 
33.8 
(31.7-36.0) 
32.3 
(29.9-34.6) 
32.3 
(29.9-34.8) 
33.7 
(31.3-36.0) 
29.6 
(27.5-31.8) 
28.4 
(26.3-30.6) 
27.7 
(25.9-29.6) 
25.8 
(23.6-27.9) 
25.2 
(23.0-27.4) 
              
Serious Fight  
at School or Work              
  All Youth* 20.8 
(20.1-21.5) 
24.2 
(23.4-25.0) 
23.2 
(22.5-24.0) 
24.0 
(23.2-24.8) 
22.7 
(21.9-23.5) 
22.8 
(21.9-23.7) 
21.6 
(20.7-22.6) 
22.0 
(21.0-23.0) 
20.6 
(19.8-21.4) 
19.3 
(18.5-20.1) 
18.3 
(17.6-19.1) 
18.3 
(17.5-19.1) 
17.4 
(16.6-18.2) 
  Non-Hispanic White 18.8 
(17.9-19.8) 
21.9 
(21.1-22.7) 
21.1 
(20.2-22.0) 
20.9 
(19.9-21.9) 
20.0 
(19.0-20.9) 
19.8 
(18.8-20.7) 
19.3 
(18.2-20.37) 
19.1 
(18.1-20.2) 
18.1 
(17.2-18.9) 
16.5 
(15.6-17.4) 
15.6 
(14.6-16.6) 
15.7 
(14.8-16.7) 
15.1 
(14.0-16.2) 
  African American 26.7 
(24.7-28.7) 
29.7 
(27.3-32.2) 
31.4 
(29.2-33.5) 
31.4 
(29.4-33.3) 
31.1 
(28.8-33.3) 
31.9 
(29.5-34.2) 
27.4 
(25.2-29.6) 
28.6 
(26.4-30.9) 
29.6 
(27.0-32.1) 
28.1 
(26.0-30.1) 
27.5 
(25.3-29.6) 
27.0 
(24.1-29.8) 
25.5 
(23.2-27.8) 
  Hispanic* 23.2 
(21.3-25.1) 
28.0 
(25.5-30.5) 
23.6 
(21.7-25.6) 
28.1 
(25.5-30.7) 
24.6 
(22.8-26.3) 
25.1 
(22.8-27.5) 
24.4 
(22.2-26.6) 
25.6 
(23.4-27.7) 
21.2 
(19.2-23.2) 
20.7 
(18.7-22.8) 
19.4 
(17.8-21.0) 
19.4 
(17.5-21.4) 
17.8 
(16.0-19.6) 
              
Group Fighting              
  All Youth* 16.1 
(15.5-16.8) 
18.5 
(17.7-19.3) 
17.0 
(16.2-17.7) 
16.9 
(16.2-17.7) 
17.2 
(16.3-18.0) 
15.7 
(15.0-16.4) 
14.6 
(13.9-15.3) 
14.6 
(13.8-15.4) 
13.2 
(12.6-13.7) 
12.3 
(11.6-13.1) 
12.0 
(11.3-12.7) 
11.0 
(10.3-11.6) 
10.9 
(10.2-11.6) 
  Non-Hispanic White* 14.8 
(14.0-15.6) 
17.0 
(16.1-17.9) 
15.6 
(14.7-16.4) 
14.8 
(14.0-15.6) 
15.0 
(14.1-15.9) 
14.1 
(13.3-14.9) 
12.8 
(11.9-13.6) 
12.5 
(11.7-13.4) 
11.8 
(11.1-12.5) 
10.6 
(9.9-11.3) 
10.0 
(9.2-10.7) 
9.4 
(8.7-10.2) 
9.5 
(8.7-10.3) 
  African American* 19.7 
(17.9-21.4) 
21.5 
(19.1-23.9) 
20.3 
(17.9-22.8) 
21.2 
(19.4-22.9) 
21.9 
(19.9-23.9) 
20.4 
(18.5-22.5) 
18.6 
(16.6-20.7) 
18.9 
(17.0-20.9) 
17.1 
(15.3-18.9) 
15.8 
(14.0-17.6) 
15.7 
(13.6-17.7) 
15.2 
(13.3-17.1) 
13.8 
(11.7-15.9) 
  Hispanic* 18.2 
(16.2-20.1) 
21.3 
(18.8-23.9) 
19.2 
(17.4-20.9) 
20.6 
(18.3-23.0) 
20.5 
(18.5-22.5) 
16.8 
(14.8-18.8) 
17.2 
(15.1-19.3) 
17.3 
(15.5-19.1) 
14.2 
(12.5-15.8) 
14.4 
(12.7-16.1) 
14.7 
(13.1-16.4) 
12.12 
(10.5-13.8) 
12.5 
(10.8-14.2) 
              
Attack with Intent  
To Seriously Harm              
  All Youth* 7.8 
(7.4-8.3) 
8.5 
(8.1-9.0) 
8.3 
(7.8-8.8) 
7.5 
(7.0-7.9) 
7.9 
(7.4-8.5) 
7.5 
(7.1-8.0) 
7.2 
(6.7-7.7) 
7.4 
(6.8-7.9) 
7.3 
(6.8-7.9) 
5.9 
(5.5-6.3) 
5.8 
(5.3-6.3) 
5.2 
(4.8-5.6) 
4.7 
(4.2-5.2) 
  Non-Hispanic White* 6.7 
(6.2-7.3) 
7.1 
(6.6-7.7) 
7.2 
(6.7-7.8) 
6.0 
(5.5-6.5) 
6.4 
(5.9-7.0) 
6.4 
(5.9-6.9) 
6.2 
(5.6-6.8) 
5.8 
(5.3-6.4) 
6.0 
(5.4-6.5) 
4.7 
(4.2-5.2) 
4.4 
(3.9-4.9) 
4.3 
(3.7-4.8) 
3.9 
(3.4-4.4) 
  African American* 13.2 
(11.9-14.5) 
13.4 
(11.8-15.1) 
14.0 
(12.0-16.0) 
13.3 
(11.5-15.1) 
12.4 
(10.9-13.9) 
12.7 
(11.4-14.1) 
12.0 
(10.2-13.8) 
12.0 
(10.2-13.7) 
12.6 
(10.7-14.5) 
9.8 
(8.8-10.8) 
11.2 
(9.7-12.7) 
9.9 
(8.5-11.3) 
8.1 
(6.6-9.6) 
  Hispanic* 7.3 
(6.0-8.5) 
9.5 
(8.2-10.8) 
6.9 
(5.8-8.0) 
7.3 
(6.1-8.6) 
9.0 
(7.4-10.7) 
6.9 
(5.4-8.4) 
6.4 
(5.2-7.6) 
8.4 
(7.1-9.6) 
7.5 
(6.1-8.9) 
6.5 
(5.5-7.4) 
5.9 
(4.6-7.1) 
4.6 
(3.7-5.4) 
4.5 
(3.5-5.6) 
 
Note:  Estimates are weighted for the complex-sampling survey design of the NSDUH data. *Significant (p < .05) decrease in prevalence between 2002 and 2014 while controlling for sociodemographic, 
 individual, school-related, parental, and behavioral factors. 
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Figure 1 
 
Prevalence estimates and 95% confidence intervals of fighting and violence by race/ethnicity.  
 
 
 
 
